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INDIAN  HEALTH  CARE:  CONTINUING  DISPARITIES, 
TOO  LITTLE  FUNDING,  AND  OUTDATED  POLICIES 


The  death  rate  for  tuberculosis  for  Indians  was  6 
times  higher  than  that  for  the  general  U.S.  popula¬ 
tion  in  1996.  Among  young  American  Indians 
and  Alaska  Natives  living  on  or  near  reservations, 
the  suicide  rate  from  1 985- 1 996  was  2.5  times 
that  for  white  children  and  youth.  These  snap¬ 
shots  don’t  display  the  full  picture  of  Native  peo¬ 
ples’  health,  but  they  do  offer  a  glimpse  of  the 
pressing  needs  in  the  area  of  Indian  health. 

The  fiscal  year  2001  appropriations  for  the  Indian 
Health  Service  (IHS)  and  the  reauthorization  or 
extension  of  the  Indian  Health  Care  Improvement 
Act  (IHCIA)  are  among  the  pressing  items  of 
business  to  which  Congress  and  the  President 
must  attend  before  the  2nd  session  of  the  1 06th 
Congress  ends  in  September.  Both  bills  provide 
the  opportunity  for  Congress  and  the  President  to 
consider  whether  the  federal  government  is  fulfill¬ 
ing  its  historic  promises  and  moral  obligation  to 
ensure  the  health  of  American  Indians  and  Alaska 
Natives.  Are  current  funding  levels  sufficient  to 
meet  health  care  needs?  How  can  health  services 
be  provided  more  effectively  and  efficiently  to 
those  in  greatest  need,  and  in  a  manner  that 
respects  the  dignity,  sovereignty,  and  cultures  of 
Native  peoples? 

While  health  indicators  in  Indian  Country  have 
improved  significantly  in  recent  decades,  especial¬ 
ly  since  the  infusion  of  federal  resources  and  the 
enactment  of  the  IHCIA  in  1976,  cunent  health 
indicators  show  continuing  disparities  between  the 


health  of  Native  Americans  and  the  general  U.S. 
population.  Further,  per  capita  federal  funding  for 
Indian  health  care  has  remained  well  below  per 
capita  federal  funding  for  health  care  for  the 
broader  population.  Federal  promises  to  tribes 
remain  largely  unfulfilled. 

The  Interior  Appropriations  bill,  which  includes 
funding  for  the  IHS,  must  be  completed  before 
Congress  adjourns.  However,  Congress  will  like¬ 
ly  postpone  the  reauthorization  of  the  IHCIA  bill 
until  the  next  Congress,  and,  instead,  extend  the 
current  law  for  another  year. 

As  the  106th  Congress  concludes  its  business  and 
the  fall  campaign  season  gets  underway,  members 
of  Congress,  the  President,  and  all  candidates 
need  to  be  challenged  to  consider  and  address  the 
continuing  unmet  health  needs  in  Indian  Country. 
When  will  the  federal  government  fulfill  its 
pledge  to  Native  Americans  and  raise  the  standard 
of  health  care  to  parity  with  the  rest  of  the  country 
if  not  during  a  time  of  sustained  economic  expan¬ 
sion  and  growing  federal  budget  surpluses? 

Relatively  few  members  of  Congress  or  candi¬ 
dates  have  considered  these  issues  or  are  familiar 
with  Indian  health  and  health  care  services.  The 
end  of  the  session  and  the  campaign  season  pro¬ 
vide  an  important  opportunity  to  educate  mem¬ 
bers,  candidates  and  voters  about  these  issues. 
Your  efforts  now  can  help  to  pave  the  way  for  bet¬ 
ter  decisions  in  the  next  Congress.  ■ 
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FUNDING  FOR  INDIAN  HEALTH  REMAINS  STAGNANT  AND 
WELL  BELOW  THE  LEVEL  OF  NEED 


When  measured  in  constant  (inflation-adjusted)  dol¬ 
lars,  per  capita  federal  spending  for  Indian  health  care 
for  the  IHS  service  population  is  lower  today  than  it 


The  Federal  Responsibility  for  Indian 
Health  Care 

In  recent  testimony  before  the  Senate  Indian 
Affairs  Committee,  H.  Sally  Smith,  Chair  of  the 
National  Indian  Health  Board  observed: 

“For  American  Indian  and  Alaska  Native  peo¬ 
ple,  the  federal  responsibility  to  provide  health 
services  represents  a  “pre-paid”  entitlement, 
paid  for  by  the  cession  of  over  400  million  acres 
of  land  to  the  United  States.  In  many  of  the 
treaties  which  were  negotiated  between  Tribes 
and  the  US.  government,  specific  provisions  for 
basic  health  care,  such  as  the  services  of  a 
physician  and  the  construction  and  maintenance 
of  hospitals  and  schools  were  included.  The 
Snyder  Act  of  1921  provides  the  broad  authority 
for  Congress  to  appropriate  funds  for  the  “relief 
of  distress  and  the  conservation  of  health” 
among  Indian  populations  throughout  the  US. 
This  permanent  authority  is  recognized  as  the 
foundation  for  numerous  federal  programs, 
including  Indian  health  care. .  . 

“In  1976  when  Congress  enacted  the  Indian 
Health  Care  Improvement  Act,  it  favorably  and 
forever  changed  the  face  of  Indian  policy.  The 
Act  is  one  of  the  most  comprehensive  efforts  by 
Congress  to  address  the  health  needs  and  health 
status  of  American  Indians  and  Alaska  Native 
populations  through  a  series  of  initiatives.  Its 
intent  was  to  address  long-standing  deficiencies 
in  Indian  health  care;  to  increase  the  number  of 
health  professionals  sen'ing  Indian  communi¬ 
ties;  to  authorize  services  to  urban  Indian  popu¬ 
lations;  to  rectify  health  facility'  problems  and  to 
provide  access  for  Indian  patients  to  other  feder¬ 
al  health  resources  such  as  Medicaid  and 
Medicare.” 


was  in  1977.  Since  1993,  funding  has  fallen  behind 
the  rate  of  inflation  and  the  rapid  (27%)  growth  of  the 
IHS  service  population  which  occurred  during  the 
1990’s.  Only  in  the  past  two  years  has  this  trend  begun 
to  change  for  the  better. 

It  is  difficult  to  measure  the  exact  size  of  the  gap 
between  per  capita  funding  for  federal  Indian  health 
programs  and  other  federal  health  programs,  but  most 
studies  conclude  that  a  significant  disparity  exists. 

The  Level-of-Need  Funding  Workgroup  for  the  IHS 
found  federal  per  capita  health  spending  for  IHS  bene¬ 
ficiaries  to  be  $1,650  compared  to  $3,600  per  capita 
for  other  federal  health  programs.  The  National  Indian 
Health  Board  estimates  that  IHS  beneficiaries  in  FY97 
received,  on  average,  only  one-third  ($1,430)  of  the 
benefits  received  by  Medicaid  beneficiaries  ($3,369), 
and  only  one-fifth  the  benefits  received  by  Veterans 
Administration  beneficiaries  ($5,458). 

The  Level-of-Need  Funding  Workgroup  for  the  IHS 
estimates  that  it  would  cost  about  $15  billion  to  bring 
Indian  health  services  up  to  par  with  the  services 
offered  through  the  federal  employees  health  benefit 
program.  This  would  include  $8  billion  in  one-time 
investments  to  bring  Indian  health  facilities  up  to  mod¬ 
em  standards  and  $7  billion  per  year  to  staff  and  oper¬ 
ate  thereafter.  Compare  this  to  the  $2. 1  billion  that 
Congress  appropriated  for  IHS  operations  and  the  $0.3 
billion  that  it  appropriated  for  Indian  health  facilities 
for  FY2000. 

In  the  pending  FY2001  Interior  Appropriations  bill, 
the  President  requested  a  modest  $230  million  (9.6%) 
increase  for  IHS  services  and  facilities.  The  current 
House  bill  would  provide  only  a  $52  million  (2.2%) 
boost,  while  the  Senate  bill  would  provide  a  $143  mil¬ 
lion  (6%)  increase.  These  differences  will  be  recon¬ 
ciled  by  a  House-Senate  conference  committee  when 
Congress  returns  in  September.  Any  compromise  will 
fall  far  short  of  filling  the  gap  between  resources  and 
needs  in  Indian  Country.  ■ 
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POLICY  CHANGES  NEEDED: 

THE  INDIAN  HEALTH  CARE  IMPROVEMENT  ACT 


The  IHS  serves  over  1 .3  million  American  Indians  and 
Alaska  Natives  (over  50%  of  all  American  Indians  and 
Alaska  Natives)  in  35  states.  IHS  services  extend 
beyond  reservations  to  serve  332,000  urban  Indians  in 
34  cities.  While,  in  1976,  the  IHS  was  the  primary, 
direct  health  care  provider  for  most  of  this  population, 
increasingly  tribes  are  designing  and  administering 
their  own  programs  under  contract  to  the  IHS.  About 
half  of  all  federally  recognized  tribes  now  run  health 
programs  and  facilities,  serving  over  32%  of  the  IHS 
service  population.  This  trend  reflects  the  desire  and 
increasing  capacity  of  many  tribes  to  manage  their 
own  affairs,  and  it  is  expected  to  continue  in  the  years 
ahead.  Thus,  IHS’s  role  is  changing  from  providing 
direct  services  to  patients  to  providing  funding  and 
technical  assistance  to  tribes. 

At  the  same  time  as  these  changes  have  occurred  with¬ 
in  the  Indian  health  care  system,  the  “system”  of 
health  services  and  financing  has  changed  dramatically 
at  both  the  state  and  national  levels,  introducing  new 
and  difficult  administrative,  financing,  and  policy  com¬ 
plexities  where  each  of  these  systems  intersect.  Often 


between  much  larger  and  more  politically  powerful 
industry  groups  and  state  and  federal  government 
agencies.  Further,  IHS  and  tribal  health  agencies  are 
often  unable  to  compete  in  the  recruitment  of  health 
administrators  and  professionals. 

The  IHCIA  must  be  either  extended  for  another  year 
or  reauthorized  this  year.  In  1999,  Rep.  Miller  (CA) 
introduced  a  bill  to  reauthorize  the  IHCIA  (HR  3397). 
This  bill  reflects  the  consensus  recommendations  of 
a  national  steering  committee,  comprised  of  repre¬ 
sentatives  from  IHS-area  programs,  urban  Indian 
health  programs,  tribal  health  programs,  and  the 
National  Indian  Health  Board.  While  pursuing  simi¬ 
lar  goals  to  the  present  law,  the  new  bill  would  make 
significant  changes  to  current  law  to  reflect  the 
changing  complexity  of  the  current  health  care  and 
financing  systems,  as  well  as  the  status  and  trends  in 
the  health  needs  of  American  Indians  and  Alaska 
Natives.  Sen.  Campbell  (CO)  has  introduced  a  sepa¬ 
rate  reauthorization  bill  (S  2526)  in  the  Senate.  Both 
bills  deserve  careful  consideration  and  action  in  the 
next  Congress.  ■ 


times,  the  interests  of  the  smaller  IHS  and  tribal  health 
care  providers  are  neglected  or  compromised  in  the 
legislative  push  and  pull  over  the  future  of  health  care 


Make  Your  Voice  Heard 

Senator _ 

U.S.  Senate 

Washington,  D.C.  20510 

Representative _ 

U.S.  House  of  Representatives 
Washington,  D.C.  20515 

Capitol  switchboard:  202-224-3121 
Congressional  websites  and  e-mail  addresses: 
<http://www.senate.gov> 
<http://www.house.gov> 

Make  letter- writing  easy.  Use  the  Legislative 
Action  Center  on  FCNL’s  web  site 
<http://congress.nw.dc.us/fconl/>. 


Urge  them  to  speak  with  their  colleagues  on  the 
Interior  Appropriations  Conference  Committee. 
Ask  them  to  support  meeting  or  exceeding  the 
Administration’s  request  for  IHS  funding. 


Express  your  concern  for  the  status  of  health  and 
health  care  for  Native  peoples.  Let  them  know  of 
the  importance  of  extending  the  IHCIA  this  year 
and  reauthorizing  the  law  in  the  next  Congress. 
Encourage  them  to  assure  access  to  health  care 
services  for  American  Indians  and  Alaska  Natives 


that  are  comparable  to  those  available  to  the  gen¬ 
eral  population,  to  follow  the  lead  of  the  national 
steering  committee  and  to  consult  fully  with 
tribes,  and  to  assist  tribes  in  developing  their 
capacities  to  manage  their  own  health  care  pro¬ 
grams  through  technical  assistance  and  adequate 
contract  support  costs. 


HEALTH  AND  HEALTH  CARE  TRENDS  IN  INDIAN  COUNTRY 


Since  the  IHCIA  was  enacted  in  1976  and  new 
resources  were  committed  to  Indian  health  care,  infant 
mortality  in  Indian  Country  has  declined  dramatically 
to  a  rate  equal  to  that  of  the  general  population.  The 
rate  of  death  from  tuberculosis  has  also  declined 
sharply.  Clearly,  the  policies  and  resources  of  the  past 
few  decades  have  made  a  positive  difference  for 
Native  Americans. 

However,  the  legacy  of  cultural  destruction,  poverty, 
unemployment,  as  well  as  sub-standard  housing,  edu¬ 
cation,  and  health  care  persists  and  is  revealed  in  other 
health  indicators.  In  1996,  life  expectancy  for  Indians 
was  3  years  less  than  that  for  the  general  U.S.  popula¬ 
tion  and  death  rates  from  various  illnesses  remain  dis¬ 
proportionately  high.  High  rates  of  alcoholism  and 


suicide  indicate  a  continuing  mental  health  challenge, 
especially  among  young  people  (see  accompanying 
chart). 

Contributing  to  the  health  care  challenge  is  the  contin¬ 
ued  shortage  of  clinics,  hospitals,  doctors,  nurses,  and 
other  health  professionals.  Many  IHS  and  tribal  facili¬ 
ties  are  crumbling  while  newer  facilities  lack  the 
resources  to  hire  health  professionals  and  purchase 
equipment.  The  average  age  of  IHS  facilities  is  32 
years,  compared  with  the  national  average  for  health 
facilities  of  nine  years.  In  1998,  there  were  74  physi¬ 
cians  per  100,000  IHS  beneficiaries  versus  242  per 
100,000  of  the  total  U.S.  population.  The  IHS  esti¬ 
mates  that  current  mental  health  staffing  for  Indian 
health  facilities  meets  only  43%  of  the  need.  ■ 


I  Age-Adjusted  Causes  of 
I  Death  in  Indian  Health 
I  Service  Area  Compared  to 
U.S.  General  Population, 

1984-1990,  Cases  per 
100,000  Population 

Source:  Regional  Differences  in  Indian  Hec 
I99H-I999,  Indian  Health  Serxice 
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